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To Jared and to all of my patients
who have taught me about resilience
and the joy of connection









A note on the text


To respect the privacy of friends and colleagues, I have altered various personal details. All characters, both patient and personal, are composite characters. To maintain patient confidentiality, I have anonymized names and changed demographic information, clinical details, dates, times and places.










ONE


The activating event


The Attachment


I cross the room in the dark and perch on the corner of the bed, too exhausted to look for the light switch. This tiny room attached to a hospital somewhere on the outskirts of London is my new home, but this is not where I am supposed to be. I am supposed to be moving into a riverside flat in Manchester, with cream carpets, a double bed piled high with throw pillows, and bespoke ceramic tiles in the kitchen. The only tiles here are four cracked white squares above a corner sink – my new bathroom – and the bed is sadly single.


I prepare dinner, a bag of Quavers I bought on the train. Bursting the packet open sends a cheesy-smelling plume into the air and its familiarity brings a little comfort in this alien space. To try to stay strong, I remind myself I was lucky to get this free accommodation and the chance to work as an assistant psychologist earning the living wage – well, the minimum wage. Well, the minimum wage eventually. I am starting on an honorary contract, meaning I won’t get paid until I prove myself.


I eat the last Quaver and my thoughts return to the event that propelled me here.


I noticed him at a party in Leeds. We were first-year students navigating the world away from home. He was in a group of boys identically dressed in white shirts, striped ties and cream chinos, all gliding into medical school from public school. I was fascinated by their behaviours. No one in my family went to public school. From a distance, clutching my warm Prosecco, I watched them compete in drinking races then gaffer-tape bottles to their wrists and shout, ‘Amy Wine-hands!’ As they erupted into laughter, I crossed the room and, emboldened by booze, lifted his shirt and suggested a new competition based on physique. For this medical-school rugby team ‘shirts off’ was a welcome challenge, and I met his gaze with an approving smile while the others rushed to strip down.


He introduced himself as Steve, then introduced his friends by their nicknames. ‘This is Oinko,’ so named because at school he looked a bit like a pig. ‘And this is my friend, Fish,’ because he once had his hair cut like a monk, which evolved into Monkfish, which devolved into Fish. The guy called Burger, it turned out, had once eaten five burgers in one go.


This was seven weeks in at university and my inferiority complex had been peaking. Apparently, my Manchester accent made me difficult to understand, with one student even calling out ‘Alreet duck!’ – something I have never said in my life. I wasn’t an all-right duck, more a fish out of water, and on top of this I was studying psychology, which in the eyes of the medics was a ‘soft’ science, the ‘clown school’ of medicine, and of little significance to patient care outcomes. I was desperate to be accepted, but now I had got myself noticed by a medical student, a public-school boy, destined to be a doctor.


Placing doctors on a pedestal is common. The distance makes it acceptable for them to put their hands on our chests and cut into our flesh. At times of deep distress, we don’t want to think of them as mere mortals; we need to believe they can fix us. Once, when I saw a surgeon struggle with the ring pull on a can of Diet Coke, I had to look away. The deification worked both ways, with constant deference towards the junior medics fuelling their confidence. Steve’s self-assurance was magnetically attractive to me, and we soon became a couple.


During our first year together, Steve’s parents separated, and we spent long nights sitting up in my student digs, talking things through, over and over. While I built my ability to comfort him and empathize, he grew more detached and began to focus on his work. He stopped texting in the daytime, seemed less open to humour, grew harder at the edges, more rational, and less available in every sense. Over time, I accommodated these changes. My identity became bonded with his and I began to hold his victories as my own. In my vision of our future, never far from my thoughts, his career took priority and my own took a back seat.


After graduating, I moved back to live at my parents’ house. Sleeping in my childhood bedroom, with its pink colour scheme and a line of toys along the bed, I told myself this was for two years only, while I waited for Steve to finish his degree, and then we could move in together. To earn some money, I got a job as a care assistant on a psychiatric ward, supporting a psychologist called Dr Macklin and her eighteen male patients who all had frontal-lobe damage.


One of the patients, Adam, was six foot six inches tall, with treatment-resistant schizophrenia. He was experiencing regular delusions, sometimes thinking he was Pegasus. He arrived on the ward after throwing himself from the top of a two-storey car park, believing he would fly. The fall broke Adam’s arms so badly they had to be pinned back into place, stuck out in front of him and bent at the elbow, giving him the look of a T-Rex. Periodically, Adam would run at the concrete pillar in the middle of the ward and, when appropriate, we needed to physically restrain him to keep him safe. Each member of staff was assigned a specific part of his body, and I was charged with Adam’s head. But I was swiftly discharged when he simply lifted his head into the air, and with it my whole body, making his way to the pillar unfazed.


The work was demanding, with long shifts and a wide range of jobs assigned to us daily on a whiteboard. One morning, the instruction next to my name read simply, Find out who did the poo, and it was this humour, along with the kindness and camaraderie, that helped us cope. I started to get the feeling I was in the right place, but I was too intimidated to see myself as anything other than a junior. When a frustrated patient challenged my boss, Dr Macklin, saying, ‘Fuck you and your fucking little sidekick over there!’ I inexplicably performed a small wave, as if to say, Yes, it’s me. I’m the fucking little sidekick.


High alert


At long last, Steve graduated, and we put a deposit on a rental flat in a small market town on the outskirts of Manchester. It would be a reasonable commute to his first hospital job and easy for me to catch the train to London, where I had finally found a part-time post as a trainee psychologist in a hospital. As the move-in date approached, my future looked secure.


Then suddenly Steve stopped texting.


Before we form any conscious thoughts about an unusual situation, we have an unconscious awareness: a ‘gut feeling’. This comes from the subconscious. Our brains are constantly scanning the environment for cues of safety or danger. This scanning process is called neuroception, and the gut-feeling sensation happens even before we have a conscious thought. But it is a relatively blunt instrument. We feel the same physiological arousal whether we are nervous or excited. The only difference between feeling nervous and excited is the story we tell ourselves. When Steve went quiet, I was quietly thrilled. Yess! This must be the build-up to a proposal, I thought.


Finally, Steve messaged.


I can’t do this.


With a shaky hand, I put the phone on the floor, face down, and pushed it away, as if the distance would make me safer. Shrinking to a crouch, I held my stomach. I noticed the sounds coming towards me were the voices of my parents, but they seemed muffled and incoherent. I was acutely aware of a pungent chemical smell from the dishwasher which was making me nauseous. My senses were all mixed up as I reached for the phone to look again and saw the three bubbles that told me Steve was typing. My heart stopped. The bubbles went away. Then came back. I held my breath and flooded with hope until the message eventually appeared.


Do you need me to come and break things off to your face?


I repeated the four words Steve used to end our six-year relationship, trying to make them lose potency. Repetition can make words become blurred and disjointed until they begin to sound strange and lose their meaning, a phenomenon known as semantic satiation. I tried saying them in another voice to create an observing stance, pretending that they belonged to someone else, a cognitive behavioural therapy technique which can be helpful when we feel overwhelmed. It helps us detach a little. But this time it didn’t work. I went to my room and looked into the mirror, framed with joyful pink glitter, and searched my face for the flaw – the reason he didn’t want me.


It feels strange to inhabit a person who now feels like a different version of me, a version I feel disconnected from. The person looking back at me in the mirror feels distant, yet desperate. They are in pain.


What now?


I didn’t know whether to take up my new trainee psychologist job in London or stay at my parents’. How could I travel across the country, away from friends and family? I couldn’t even face the local shops. The pull of familiarity was magnetic. Maybe I could stay and start a new life on the couch . . . I was paralysed with uncertainty, a sign of acute anxiety, unable to make any decisions, right down to still or sparkling water. I couldn’t trust myself and I couldn’t trust the world. Logically, this makes sense. Why should you be able to trust your thoughts and feelings when you just got it so horribly wrong? When you couldn’t tell love from betrayal and that has meant the loss of your future and your sense of identity. In this state, the nervous system puts you on high alert to protect you in case it happens again. It makes you hypervigilant, interpreting everything as a potential threat. A napkin flung down on a table by a waiter triggers a scream.


And break-ups leave you anxious. Anxiety is the friend who takes up an entire evening talking about that guy who stopped texting back, seizing every opportunity to return the conversation to themselves and their unrequited love, no matter how tenuous the link. ‘Pizza! Oh, Steve ate pizza once. Let me tell you about him. He left me . . .’ In the throes of anxiety, we desperately seek reassurance from those around us, but however much we receive, it can never be enough. The exercise is exhausting for everyone involved and, sadly, people often grow tired of it. But anxiety is self-indulgent, pursuing people even as they pull away.


Hypervigilant, anxious, indecisive – the perfect trainee psychologist. I can’t see this working.


Reset


I tried refocusing my brain using a method I’d learned from Dr Macklin, who, whenever I was stressed, would set me the simple repetitive task of data entry to calm me down. I dragged my case from under the bed and started placing items inside, very deliberately, ticking them off a mental list. Simple, methodical activities can restore our ability to think clearly. They engage the rational, executive part of our brain, and relieve the emotional part that is feeling overwhelmed. It’s the reason we have aha moments when we start to wash the dishes. Clarity returns. The answer arises in our consciousness just when we are least expecting it and don’t have a pen to write it down.


Before I knew it, my case was packed, but mentally I was still not ready. I had two days to make sense of what had happened and imagine a new future. I started mapping out what had taken place. Traumatic memories are laid down differently in the brain. Intense emotion can make it difficult to assess them correctly and may even make them seem worse, which can slow down the process of recovery. Events become imprinted on the memory with the intense emotion experienced in the moment, rather than with a time stamp. Think of memory as a patchwork quilt and each patch as a lived experience; the memory incorporates new patches in a way that fits with its past, its present and the representation of the self. But, if something painful or shocking happens, that little patch won’t fit with your sense of the world and who you are, so it can’t find a place to fit in seamlessly. Instead, it sits outside and keeps popping up, trying to attach and make itself part of the quilt. Every time you have a flashback, an intrusive thought, a nightmare or a re-experiencing, it’s the little patch still trying to knit in. It has stayed the same, unprocessed and just as painful. If we ignore it, it won’t stop, so we have to make sense of it, make it part of our narrative and a small, manageable part of ourselves.


I thought about my patchwork quilt and the trauma I didn’t want to keep or amplify; I didn’t want to keep recycling this painful patch. I needed to look after future me.


I started recording my story, adding the time stamps.


Tuesday: I received the text from Steve, marking my descent into dissociation and panic. Dissociation is a common experience, often not too troubling. It’s something many of us encounter while driving – we arrive at a familiar destination safely and we know we haven’t mown down anyone on the way, but we can’t recall any details of the journey. But dissociation can also be very scary, leading to a sense of unease, panic and disconnect.


A few days of feeling total disconnect from reality and blurred attempts to function followed.


Thursday night: I was driven around by Dad (dads need to do something action-y in times of crisis) to look for pharmacies open late enough to sell me a sleep aid. Sleep seemed like something I would never have again and, like food, a silly thing to ‘need’. We got a McDonald’s. I managed a few chips.


Saturday: A few hours of sleep brought some clarity; I wanted something else to focus on. I decided to have a go at my new job.


Sunday morning: Dad drove me to the train station. On the way, he helped to ground me by breaking down the rest of my journey. ‘Just get on the train, find the Tube thing, get the next train. If you get lost, ask a train man. One step at a time.’ The prospect of London’s transport system felt daunting, the Tube map just a mess of colours and lines. After finding a seat on the train, I started to panic, so I pulled out my laptop and opened up an old data spreadsheet, and the repetitive task calmed me down.


Writing the events down like this, as my train sped to London, helped me make sense of where I was. Emotionally, still shaken and shocked. Physically, alone, 200 miles from home, perched on the end of a narrow bed, eating Quavers in the dark, about to start my new life.


Monday


Monday morning, my first day in my new job. I try out a strategy borrowed from one of Dr Macklin’s patients, Rob. He would initiate a dissociative experience by staring at himself in the mirror until his reflection became completely disconnected, a stranger. He was then able to give this person more objective advice. Desperate, I try Rob’s trick. I start with a firm greeting: ‘Hello, it’s me.’


After an awkward silence in which I stare back at myself, I respond: ‘I know, I’m here too.’


I try to sound stern, when really I’m shaky and nervous, as if I’m meeting a stranger at a party. I find myself using a phrase I didn’t even know was in my repertoire: ‘Ah, bingo!’


I try to give myself a pep talk: ‘Just aim to get through the day. You can do this; you can do this!’


A terse male voice calls out, ‘No phone calls in the mornings!’ followed by the bang of a fist on my door.


I shift back into reality: I am standing at the foot of a tiny single bed in a bare room, staring into a mirror.


After a solitary breakfast in the canteen, I walk down a corridor looking for the location of my first meeting. The distinctively rigid figure progressing towards me from the opposite direction is Dr Weller, the head of paediatrics.


He greets me with a cold, ‘Good morning, Natalie, how are you?’ as he stretches out an arm to open one of the doors.


Now, when you’re very much not all right and someone asks you how you are, there’s something about it that makes the mask slip. In my vulnerable state, I read the outstretched arm as a signal to come in for a hug and throw my arms around him. For a moment, time stands still.


‘What are you doing?’ he says, looking alarmed.


And this is how I begin my new career.


The inner worlds of others


Thankfully, there is little time for reflection. Thrown into my role, I barely have time to think about Steve or leaving the familiarity of home. As I step into other people’s lived experience and walk them through their emotions, I have less room for my own, which I am grateful for. I feel an intense pressure to offer something helpful, so I am hyperfocused and listen intently to each person who sits opposite me.


Dr Macklin taught me that, as a therapist, you have to learn to track the lived experience of others – to be empathetic. This requires that you step into their world and, ideally, leave your own behind. It’s a skill that takes honing, resilience and boundaries. Dr Macklin taught me this so that I could protect myself from absorbing each and every patient’s pain. It is currently serving to protect me from my own. Here, in the therapy room, I can leave my own world behind, and I do so willingly.


In the social world, when someone tells us their deep feelings about something, we try to relate. We scan our memories in an attempt to find a time in our own lives when we felt a similar way. We enter our own story and feed it back, instinctively trying to understand, connect and bond through shared experience. Of course, some of us do this better than others. We show that we understand without hijacking the other person’s narrative – it’s a careful balancing act of give and take. As a therapist, however, you retrain your brain to stay in the other person’s story and avoid linking back to yourself. This is their experience and theirs alone.


At work, I have to step out of my own experience, but it’s equally important to carefully package the empath away at the end of the working day and remove the therapist’s air of Tell me what you’re feeling. But it is easier said than done.


At the end of the day, at the gym, I go to the steam room to relax, but the other occupant, a man in his mid-fifties, begins an intense comprehensive trauma history. His dad never loved him. His wife never touches him. And even his much older cleaning lady has rebuffed his advances. I take in his torment as I rub the sting of sweat from my eyes, and he goes on to express his ambivalence towards life and his thoughts about taking his own.


I don’t usually last long in steam rooms. I find the heat overpowering. But I am trapped. Who gets up and leaves when someone is telling you they feel suicidal? But, at the end of a long day spent tracking the challenging life experiences of others, I am struggling to tune in. I respond with as much compassion as I can muster, while contemplating my own suffocating death in the steam room or having to live out the rest of my life resembling a small raisin.


It is time to sort out my boundaries. Enter my new supervising psychologist, Dr Lane.


Boundaries


Dr Lane has tiny hands that are always struggling to carry an overstuffed colourful diary with Post-it notes that spill out of it, while clutching biscuits or other little treats she thinks I might like. With her gentle looks of encouragement and support, her blatant compassion, she begins to draw me out of myself.


The purpose of this supervision for trainee psychologists is not just to talk through patients and plan interventions, but also to discuss the impact our work is having on us. It’s designed to be a space to offload and to gain tools for reflection and resilience, to help us to be ‘the strongest person in the room’ with any patient. The idea is that supervision prevents us from taking any of our ‘issues’ into our work with patients.


Dr Lane and I work together with all manner of patients; she is a rare breed in that she specializes in both adults and children. Sometimes I get to shadow her sessions, and this is my favourite time with her. I savour every moment, even when patients become argumentative or sullen; I watch her navigate through each feeling and micro-expression with strength and compassion, unfazed. At the end of each session, she nods towards me and asks if there’s anything I would like to add or share. Knowing she is going to ask me this, I usually spend the full fifty minutes trying to think of something electrically powerful or moving to say, as if I am the cherry on Dr Lane’s expertly iced cake. Rarely do I achieve this. Usually I just thank the patient for allowing me to hear their story. I really am grateful for these insights into their experience.


Other times, Dr Lane listens to my work with patients and observes my attempts to show empathy. She is thoughtful and encouraging in her feedback, always constructive and hopeful. I admire her can-do approach; Dr Lane and I opt to view the person not the label, stretching our expertise to the limit. We also put in the work to skill ourselves up, reading articles, research papers and subscribing to therapists’ magazines to prepare for whatever is thrown at us.


I tell Dr Lane about the man in the steam room who held me hostage emotionally, and she listens with a chuckle before suggesting I adopt a ritual at the end of each day that marks my ‘shedding’ the role of therapist, allowing me to step out of ‘rescuer mode’. Taking this advice on board, as a practical solution I bring a different jacket to work to help me switch roles. Off with the psychologist, on with Natalie. The structuring of my day helps me to maintain the balance of my mind. But, of course, I can’t tell her this because I am convinced it will make her doubt my ability to do my job. I don’t want it to change her view of me, as I am gaining her confidence through the quality of my work.


Kiwi


As a trainee psychologist at the hospital, I am often treated like a second-class citizen by the consultants, when the truth is that, despite my relatively junior status, I often represent the entire emotional health and well-being service, and I have just one hour a week with Dr Lane to help me ‘manage’ my caseload. I am given the title of ‘assistant psychologist’, which means most patients walk in believing I am the assistant – there to make the tea and arrange the biscuit plate for someone more superior and capable. They often seem disappointed when they realize that I am the start, the middle and the end of their treatment plan, which typically extends across just six sessions over a few weeks.


The hospital has a room shortage, especially for me. But one freezing morning I arrive to the announcement of a miracle: they have found a permanent room for me. The rooms are all named after fruits and, on a list of allocated rooms, next to my name it says, Kiwi. But, when I check all the doors around the ward, the word Kiwi isn’t on any of them. I am about to ask when I spot something vaguely resembling a picture of a kiwi fruit that has been scrawled in black biro onto a life-sapping piece of grey A4 printer paper and crudely sellotaped to the door of a store cupboard. I step inside.


Kiwi’s walls, I discover, have been painted a sickly grey, not even a kiwi green, and there is one stark, cold ceiling light dangling from a central cable. The room is bare apart from a small wooden desk facing the wall, with a chair tucked neatly beneath. When I pull the chair out, it leaves just enough space for me to sit down. A second chair fills the only remaining space between the table and the door, so that the second chair has to be moved each time the door is opened or closed. There is no natural light.


Psychologists and therapists are taught how to place the two chairs in their room. The patient’s chair and the therapist’s chair should face each other, but at a slight angle rather than head on. This is to make the sessions feel gentler, less confrontational. In Kiwi, my patients will need to sit just centimetres from my face, a set-up which I can immediately see will generate an initial unease. It is claustrophobic, to say the least. The therapeutic effect of my new room is comparable to that of standing on a drawing pin.


After a few sessions in Kiwi, one of my youngest patients brings me a drawing of a window to stick on the wall, concerned that I might ‘get sad’.


Kiwi becomes my home, and my days develop a frenzied structure: session with a patient, run to grab a coffee or breather in the staff break room, session with a patient, and so on.


Dr Lane says to another colleague in the break room, ‘You can send Natalie anything, nothing fazes her,’ and I start to believe in myself. I don’t want her to know I’ve spent some of the morning breathing into a paper bag, a technique which has become a handy tool. I discovered it following one of my first Kiwi sessions, after which I’d hidden in a maternity-clinic room, hyperventilating into a sick bag that I found by the bed. Watching the paper rise and fall, and hearing the scrunch-unscrunch sound with, eventually, increasingly long intervals, helped me to visualize my panic and take enough control to slow my breathing down. It worked.


While Dr Lane isn’t aware of my interludes with a paper bag and other aspects of my life and self, sometimes when we laugh together I get the sense she’s holding my gaze for a little too long – whether to stay in the moment or maybe to check the sincerity of my amusement or just to hold the connection, I don’t know. In this way, I sense there’s also more to her life than I am aware of, but I don’t ask.


Moving on


After three months I move out of the hospital accommodation into a house-share with my best friend Alex, which I can just about afford now I have a living wage. Alex and I were put in rooms next door to one another in university halls when we were eighteen. I didn’t care for her much at first. We were from different worlds. She was a trilby-wearing indie kid from the Midlands and I was a woefully mainstream Mancunian. I think we each found the other a bit cringe, but we quickly realized we were both trying a little too hard to have an identity, to reinvent ourselves, and we soon bonded over a love of comedy. Now, we share the same world.


Three other girls join us in the new flat to start our adult lives in north London. Our flat is next to a busy bus stop and above a chippy, the smell a surprisingly welcome new friend, and we sit on a precarious little flat roof at night, looking out over the busy road, and share chips and Diet Cokes. Alex is such a familiar comfort and an eternal optimist: ‘At least we will never miss the bus again,’ she exclaims, as the roof of a bus almost scrapes us off our perch.


It is not the domestic bliss I had once envisioned for myself, but I like it. I think I am making progress.


Back on the bike


Just as I see patients swap alcoholism for gambling, sex addiction for binge eating, or cocaine for addictive shopping, I too need to replace Steve and fill the emotional void. This means I am on the hunt for a romantic attachment. The compulsion is to avoid pain, distract myself from it or morph it into something more tolerable. But transferring pain from one thing or person to another creates neurotic suffering. When we replace the truly painful thing with something more tolerable, on repeat, we never get done with it; we never address the underlying issue. It lives on, just manifesting in different ways.


Moving from one person to another, or being ‘on the rebound’, has many negative consequences, but I don’t want to accept that this is the real reason for my romantic desire. Rebounds are frequently unsuccessful, I know that. And yet here I am.


Several patients have worked hard to convince me that their new rebound relationship is in fact true and pure love. They cite examples of shared intimacy or familiarity as evidence: ‘But I go to the toilet when she’s in the shower, so we do really know each other.’ Or, ‘It’s only been a few weeks and I’ve already started clipping his toenails.’ And, although it is true that intimacy is inversely related to disgust, it doesn’t always work the same when intimacy is synthetically created. You have to feel known, seen and heard, deeply and intrinsically, which typically takes time.


When relationships begin, the first stage is the fusion stage, which involves lust, attraction and desire, all good ingredients to distract us from anything else that’s going on in our lives. But, when we attempt to transfer loss and grief from a break-up into a new relationship, we try to rush through to the next stage – the development stage of the new relationship – to make it feel safer, more established, more of a like for like.


Even while there’s an element of danger, some psychologists claim rebounds can actually be helpful and adaptive for those who have a tendency to focus all their energy on one other person, forming an intense fantasy bond with them. A rebound renews hope that other relationships can be forged, and offers a sense that all hope is not lost, that the original significant other is not the whole world. This is something I clearly need reminding of in my own anxiety-ridden state.


My potential rebound is with Tod, a musician – not the type of musician who sleeps on his mum’s sofa, but one from a world-famous band. I am not a person who typically goes on dates with world-famous musicians; I currently feel like an imposter who is working out of an office that is really a cupboard. I don’t even really know the band’s music, having barely moved on from being the woefully mainstream Mancunian, but Alex thinks they’re cool. At least I can legitimately have etched on my tombstone, Here lies the woman who once had a vodka tonic with a famous musician.


Is the date ill-advised? Yes. Does it represent the catalyst for a spiral into what might be clinically described as ‘absolute fantasist lunacy’? Well, in part, but some of it – if I am being kind to myself – is down to the circumstances. Being new to London, the romance of the city catalyses my falling for this man almost immediately. He seems to pick up on this as we walk over a twinkling bridge after dinner, taking in the scene. We are in the process of waving goodbye – to both my logic and my sanity – when a man falls and loses consciousness right in front of us.


Tod and I snap out of whatever is going on between us and spring into action. He pulls the man from the road and calls an ambulance as I comfort his partner, who is having a barely suppressed panic attack. We wait with them until the emergency services have done their job, and then we are thanked and sent back into the night like a version of Batman and Robin – if Batman had become sexualized and the subject of Robin’s infatuation.


Because of all of this, I feel Tod and I have a unique connection. Or maybe I am just scrambling for a connection (with anyone) and the conditions are met by the unusual intimacy-inducing situation, if not by us personally. While the latter may be closer to the truth, I decide to run with the former. I am fully aware that I have entered into de Clérambault’s Syndrome, characterized by the delusional belief that one is loved by another person, generally of a higher social status. I have de Clérambault’s Syndrome all right, and it is chronic. I have become the anxious person at the party, bringing Tod up in any way I can, as if we are really part of each other’s lives. ‘Oh, I see you’ve got legs; Tod has legs.’


I create a whole narrative around me and Tod. I have a new storyline, finally, but I soon discover that I am being ‘breadcrumbed’. I have learned this term in my work with adolescents. Breadcrumbing is the act of luring someone in by maintaining a surface-level flirtation, while avoiding any level of commitment. In the context of breadcrumbing, my fictitious courtship with Tod would be more accurately categorized as him ‘flouring the surface’. There are sporadic text messages, which hold me in constant and relentless hope and maintain the illusion, just enough. To mask my feelings of humiliation and abandonment, I have created a fantasy world, entering the exquisite and surprisingly tolerable torture of unrequited love. This is the very epitome of neurotic suffering.


Clinging on to the fantasy that there is a ‘me and Tod’, while also knowing deep down that it isn’t real, creates an uncomfortable sensation known as cognitive dissonance. And yet I can’t stop the fiction playing out in my mind. The irresistible, obsessional narrative takes over. Thankfully my self-awareness is intact enough for me to realize this means I am not quite coping; I am just about functioning by creating an alternative reality to anaesthetize my pain and carrying around a paper sick bag to breathe into when panic takes over.


It’s time to follow my own advice and seek support. The next step in my psychology training will mandate that I have therapy anyway, so there’s no harm in getting a head start. I opt to choose a private therapist, as I don’t want to run into any NHS colleagues in waiting rooms. The cost means I will have to forgo my weekly Prezzo ritual, but the need for therapy feels almost urgent.


Meeting Kelli – my psychoanalyst


It is surprisingly embarrassing to tell my therapist, Kelli, about my fantasy life. She is a classically Freudian psychoanalyst, which means I lie on a green velvet chaise longue as she delves into my subconscious. But that’s where the clichés end; Kelli is not what you imagine when you think of a Freudian psychoanalyst. Kelli is young, vibrant and looks more like a bohemian free spirit. She wears floaty fabrics and bright lipstick. Her compassionate expression, framed by soft auburn curls, emanates warmth. She has a casual laid-back energy to her, and I like her instantly. She is slightly older than me – old enough for me to assume she has more wisdom than me, but young enough to still ‘get it’. I realize this might be something my own patients think about, but thankfully most of them are currently children who guess my age as being anywhere between eighteen and fifty-five. I am now accustomed to being on the other side of the exchange, with patients opening up to me, but I find that I love the chance to switch the roles. I sign up to see Kelli once a week. Freudian analysts often prefer more frequent sessions, with some patients going three times a week, but my purse strings dictate how much I’m able to be healed by the talking cure.


Kelli allows my own fantasies, secret thoughts and wishes to come forward in a safe space, which is more adaptive than pushing them down or numbing them. She hears me without judgement and validates each of my feelings, which is at the core of my own job, and which I know leads to shifts and breakthroughs. However, I have learned that, when it comes to validations, checking the patient’s understanding is key. I asked one patient, Joey, to access his rage and, at the opening of the next session, he began, ‘You know how you told me to start hitting people again . . . ?’


Despite Kelli’s support and my own understanding of what I’m experiencing, in the privacy of my windowless cupboard, I still find respite in creating my fantasy bond and story with Tod. I have been taking a little more time getting ready in the mornings, energized by the hope that he might message me and suggest an impromptu after-work drink, or a late intimate dinner. The hope of this endures throughout the day and I play it out step by step, imagining what I will order, how I will flirtatiously gaze at him over a vodka martini or spaghetti vongole. In reality, when he does text, which is rare, I am so filled with adrenaline and the pressure to seem aloof yet bold, flirtatious yet intelligent, that the texts read as overly familiar and odd, or like the transcript of a TED Talk. I think I prefer pretending that he has texted me rather than when he actually does, because then I am in control of the narrative. It’s an effective tool for regulating my emotion, enough for me to be able to get on with my job and do it well.


I am using a lot of cognitive behavioural therapy, or CBT, with my patients. CBT seeks to identify and interrogate hardwired cognitive distortions and thinking traps such as negative biases, catastrophizing and all-or-nothing thinking.


One strategy I start to apply is ‘chaining’, a useful visual example that also breaks the tension with new patients, as it’s widely relatable. It happens to many of us several times a day. This ‘if, then’ chain works as follows. If I can’t find my car keys, then I will be late for work. If I am late for work, then I will likely be sacked. If I am sacked, I won’t be able to pay my bills. If I can’t pay my bills, then I will be homeless. If I am homeless, then I will be a failure left to wander the streets.


This all happens at the speed of striking a match, or perhaps lighting a fuse, and with varying degrees of rationality and severity. One patient who came to see me had ‘if, then’ed himself into believing he was personally responsible for a major paedophile ring because he had left a catalogue in the local Argos open on a page of children playing on climbing frames. This sort of catastrophic thinking genuinely plagues many of the adult patients I am seeing. The worst version of any lived experience can be visualized and felt in very real ways through our imagination. And mine is vivid.


My own ‘if, then’ing goes on deep into the night and usually involves the same theme: professional failure and complete humiliation. If I left those patient notes out, then someone he knows might read them. If someone reads his confidential notes, then they might ridicule him. If someone ridicules him, then he might not be able to cope and his trust in me will be broken for misplacing the notes. If he can’t cope and he has no support, then he might do something terrible like hurt himself. If he hurts himself, then an investigation will find me to be incompetent. If I am found to be incompetent, I will be sacked and everyone will know – everyone will know I am hopeless, including Steve.


Thinking outside the box


I am working with a little boy who has needle phobia. As a type-1 diabetic, this profound fear creates a daily nightmare, leading to tension-filled hours and parents who now see themselves – and are seen by their own son – as torturers. I have tried multiple strategies, including naming the needle ‘Wriggle’ to make it seem less threatening, while providing him with control and autonomy by characterizing him as the superhero ‘Wriggle Boss’, the bravest boy in the universe. I have used timers, rewards, placebos, numbing cream . . . the list goes on. But eventually we land upon a solution: watching YouTube videos of men running at full speed into cacti, with the little boy shouting, ‘At least that’s not me!’ This seems to do the trick.


I got the idea from an article I read in Kelli’s waiting room about a model of therapy known as dialectical behavioural therapy, or DBT, which is having a resurgence. The article advised that, when teaching patients skills to tolerate acute distress, therapists should have them think about comparisons, either to people who are less fortunate or to themselves when they were in a worse state. I circled this tip in the article and thought, What could be worse than a daily needle? Lots of daily needles, I suppose.


I am not entirely sure that managing your own pain by watching others experience worse pain is recommended in any textbook, but Dr Lane has taught me to think outside the box. Patients are individuals, not a tangled bunch of symptoms that can be ‘fixed’ with a ‘one size fits all’ philosophy. Treatments need to be nuanced, imaginative and personal.


Ridicule


With all this in mind, I go about my sessions with a patient who has a paralysing fear of fainting in public places. I have tried all manner of strategies to help her. One day, I try desensitizing her to what happens when people faint by taking her to witness me falling to the ground in the hospital canteen, my intention being to demonstrate the care and non-judgemental response of the people who are witness to it. I glide onto the floor at the tail end of a busy lunch service and, as I wait for a helpful medical professional to run to my aid with orange juice, a reassuring arm and a kind word, Dr Weller looks down at me with disdain, clearly assuming I am hung-over or playing a practical joke.


‘I understand that you have just moved to London, Natalie,’ he says, ‘and it must all be very exciting for you, but please maintain a basic level of professionalism.’


My patient looks on, trying to conceal her laughter.


At our next session, she says that if I can return to work after that embarrassment, then she can risk a legitimate faint. And from that point on, she stops fearing ridicule.


In the spirit of full disclosure, I tell her about the accidental hug with Dr Weller on my first day, which also seems to help.


I am glad this story brings some relief to someone, as it continues to fill me with intense and crippling embarrassment. Dr Weller has come to parallel Tod in some ways; the more I try to prove myself to be ‘normal’, competent, together and capable, the more I seem unhinged. I try reading up on his research papers and opinion pieces, referencing them in meetings and quoting them as ‘best practice’. But instead of seeming knowledgeable and interested, I come off as an urgent, obsessed people-pleaser.


The same is happening with Tod and I know I am really losing my grip on the very thin, pretty much transparent thread that holds us together. The message chain between us is just wave after wave of long blue boxes of text from me trying on different personas and possible openings. In between the crashing waves is the odd little white box with a one-liner reply from him, lost like a buoy in a vast sea.


In the eyes of both Tod and Dr Weller, I am a maniac.


Self-care


In Kiwi, I talk numerous patients through anxiety and its impact. It is so difficult to put into words what anxiety feels like, especially to people who don’t suffer from it. Let’s say it’s a bit like the feeling you get as you’re hurtling towards the floor when you’ve tripped over, but experienced chronically, not momentarily. Anxiety narrows our focus into a hyperfocus on tiny negative details or mistakes we’ve made. We then use these mistakes and negative details as tools for berating ourselves, losing sight of the bigger picture and the positives of our lives.


I gently reassure my patients that a sense of crushing internal anxiety does not show to the outside world. There is no neon anxiety sign flashing above one’s head, and thus no cause for shame. The fantasies we generate about others’ thoughts and perceptions of us are an extension of our own persecutory fears and misplaced self-beliefs. The point of therapy is to look at the dark places within ourselves, places we don’t like or don’t want others to see. We look at our shadow. I want to ensure that, at the very least, my little office represents a safe space where all thoughts, feelings and fantasies are permissible without judgement. Hopefully patients can then take some of the caring conditions of this room home with them and engage in better self-care.


Self-care is also an important part of what I offer to patients. We focus on meeting basic care needs and using routine and structure to feel less chaotic and less out of control. Basic care needs include sleep. I often discuss ‘sleep hygiene’ tips such as reducing stimulants and screen time before bed, as play on phones and iPads keeps the brain in an active state. I also suggest using weighted blankets or vests, and white noise. I am building a toolkit to skill up my young patients to help them manage their bundles of emotions.


Now, I just need to learn how to manage mine.


Curating the pamphlet


Despite building my knowledge and confidence at work, I am constantly seeking reassurance from the people around me in my own world and it is wearing thin, especially when it comes to posting photos on Instagram. Alex, who is now unwittingly my therapeutic support companion, breaks one night after I have spent an inordinate amount of time panicking about my nose looking out of focus on my latest Instagram post. ‘Remember that people do know you have a nose!’ she shouts. The photo has been posted entirely to gain the attention of one man and one man alone: Tod. My Instagram is less a documentary of my life and achievements and more a carefully curated pamphlet invisibly captioned, Will this make you love me?


I can’t focus on anything else for the entire evening. I ruminate and catastrophize as I work my way through a multipack of Diet Cokes. Overstimulated, my heart is beating so fast it feels like it might escape my chest. I slope off to bed too late, flooded with adrenaline, unable to sleep. I swipe on dating apps late into the night, staring at the bright screen, keeping my mind alert, before finally losing consciousness, my ‘sleep hygiene’ documents scattered around the floor.


I lose count of how many mornings I wake with a sweaty phone lodged under my chin, a car-horn alarm shocking me out of a restless sleep. It seems so easy when I tell my patients what they should be doing.


I pour out all my fears and anxieties to Kelli: the corridor hug which I’ve reframed as mild physical assault, the fantasy life which is driving my best friend to distraction, and my acute adrenaline. I need validation – that hit of reassurance from her that this is OK, that this is normal. I try to justify my insatiable need to comfort myself in tangible ways. I check the Holmes and Rahe stress scale, which lists the forty-three life events considered stressful enough to negatively impact your health.


The Holmes and Rahe Stress Scale


•	Death of spouse (100)


•	Divorce (73)


•	Marital separation (65)


•	 Jail term (63)


•	Death of close family member (63)


•	Personal injury or illness (53)


•	Marriage (50)


•	Fired at work (47)


•	Marital reconciliation (45)


•	Retirement (45)


•	Change in health of family member (44)


•	Pregnancy (40)


•	Sex difficulties (39)


•	Gain of new family member (39)


•	Business readjustment (39)


•	Change in financial state (38)


•	Death of close friend (37)


•	Change to a different line of work (36)


•	Change in number of arguments with spouse (35)


•	A large mortgage or loan (31)


•	Foreclosure of mortgage or loan (30)


•	Change in responsibilities at work (29)


•	Son or daughter leaving home (29)


•	Trouble with in-laws (29)


•	Outstanding personal achievement (28)


•	Spouse begins or stops work (26)


•	Begin or end school/college (26)


•	Change in living conditions (25)


•	Revision of personal habits (24)


•	Trouble with boss (23)


•	Change in work hours or conditions (20)


•	Change in residence (20)


•	Change in school/college (20)


•	Change in recreation (19)


•	Change in church activities (19)


•	Change in social activities (18)


•	A moderate loan or mortgage (17)


•	Change in sleeping habits (16)


•	Change in number of family get-togethers (15)


•	Change in eating habits (15)


•	Vacation (13)


•	Christmas (12)


•	Minor violations of the law (11)


A score of 300 to 600 suggests you have a high or very high risk of stress-related illness and you are advised to seek professional input. But the Holmes and Rahe stress scale does not include ‘Dumped after six years’. Why does this not count as a ‘major life event’?! Not only dumped, but dumped by text. That’s more points, surely.


To the rescue


I have seen Max a few times at social events with mutual friends, but despite his striking good looks – at least six foot two, a chiselled face surrounded by boundless blond curls and vibrant blue eyes – I haven’t really registered him. Until now. We are at a gig, and I notice him trying to reason with a girl who seems excessively excitable. He is her caretaker for most of the evening and he’s distracted by that role. I am watching closely, while pretending not to watch at all. At one point, she grips his plastic tumbler of beer and throws it into the crowd. He looks less than pleased. She must have taken something, I think, as I drink my beer on the sidelines. For a brief moment, I think of Tod, what it must be like to be on the other side of this, to be the spectacle the crowds are drawn to. Despite the seduction of this thought, I am not drawn back into the fantasy of him; I have let go of the non-existent thread between us just enough to re-enter the real world.


Post chippy dinner, Max and I find ourselves in an old pub with our mutual friends in north London, and something shifts between us. Nothing actually happens, it’s more that there is a sensation to it. Something has changed. My neuroception has returned, this time signalling a cue of safety, unspoken and unconscious. He holds my gaze longer than anyone ever has before and, when he speaks to me, I feel he is truly engaged and connected. We enter a state of shared intimacy, almost like the one I feel in the consulting room when I am truly attuned to my patients.


But there is more to it. I don’t hold back like I usually do in social situations these days, thanks to my state of heightened self-consciousness. Most of the time, I still feel like half a person and I am still a little unsure of myself. With Max, however, I feel more comfortable, partly because I already sort of know him – he’s a friend of a friend of a friend – but this unexpected level of intimacy between us is new and thrilling. Like Kelli, he gets me talking and I enjoy the role reversal.


Following loss or trauma, some patients find it impossible to talk, to put their terror into words. This is not simply resistance or a choice, it is a response in the brain. Calling a traumatic memory to mind can incapacitate an area of the brain known as Broca’s region, the bit in charge of creating expressive speech. This makes the trauma literally unspeakable. This fact comes to mind during the week when I see Jude. Jude is a seventeen-year-old boy struggling with anxiety and finding it impossible to articulate his suffering. ‘I just can’t say it,’ he keeps repeating. To reduce the pressure, I suggest we play a game and pull out my trusty pack of felt-tip pens. This is a game my dad taught me when I was little, to manage my own impatience when waiting for food in restaurants. My dad would close his eyes and scrawl something on the paper tablecloth in our local Italian, and my job would be to turn the scrawly scribble into a picture. A curved line would become a giraffe’s neck, a jagged edge would become a spiky spine for a dinosaur. It took my mind off things. Drawing often gets people talking and also engages their imagination. A powerful imagination can be a blessing and a curse; the ease with which rich imagery comes to mind about feared outcomes, and the speed at which the brain can access this, contributes to higher levels of anxiety.


Jude begins to make pictorial sense of the lines and marks I make on the page and, as I watch, I see how he can make anything into a detailed and beautiful flower or figure. As I compliment him, Jude explains that tattoo design is his passion and side project, so I suggest he draws a tattoo that he would design to symbolize his feelings. He carefully draws out an incredible hummingbird. I ask him about the picture and what it brings to mind. He pulls back for a moment, looks at his sketch and then underneath writes, I’m sorry I flapped. We explore this, gently. Jude is able to share that he stood still and frozen to the spot as he watched his girlfriend’s handbag be ripped from her hands by a mugger who appeared to have a weapon. Jude is carrying a lot of shame for this. We talk it through and we think about fear and risk, how acting may have increased the risk to both of them, given the weapon. We end by discussing how he kept his girlfriend safe emotionally afterwards and what his shame says about him as a person – that he cares deeply for her and wants to protect her. Jude says he feels lighter and takes the picture away with him.


Shame often makes us hide things; it is my job to create the conditions that allow for shame to be overlooked or disempowered. On our first date, Max creates those conditions for me. He takes me to an outdoor market with twinkling fairy lights framing little stalls that sell a dizzying array of cocktails, with dizzying prices to match, as you’d expect in a gentrified area of east London. Max brings an element of old London with his strong cockney accent and attempts to haggle down the price of everything. I find it charming. And, bathed in the glittering lights, Max’s intense gaze is irresistible. It’s not just the gin speaking; his blue eyes hold me in the moment and I feel special. It’s something everyone finds seductive, let alone someone who has been feeling emotionally ignored for some time now.


Our conversation reaches exposing depths when Max senses that I am not ‘fine’. He wants to know all about me, fascinated even when I am telling him about Steve leaving me via a text after six years together. He listens without judgement or ridicule. Then he leans in to kiss me and I feel myself actually swoon. We go on to drink our way through the cocktail menu, and the wooziness and the romance of it all propels me even closer to him. I let him rescue me and allow myself to escape from being alone.


Reward cycles


The nurse at the sexual-health clinic looks up at me between my legs. ‘And have you been having oral and/or anal sex? How many sexual partners have you had and do you have a regular partner?’ she asks.


I wonder if this questioning is more or less exposing than sitting with legs in stirrups while being asked if I ‘mind’ a student taking a look. But, after having had one sexual partner for six years, the world of sexual activity with others frightens me. And so, I am here, facing the music.


The sexual-health nurse glares at me, waiting for an answer. ‘Natalie, if you give me the same answers as last week, I will have to cut you off from sexual-health screens,’ she says.


What began as the act of a responsible adult has mutated into a classic OCD-like reward cycle – the same cycle I have been teaching to a patient only this morning. We have personified OCD so that we can look at ‘him’ objectively and start a dialogue with ‘him’. The patient has chosen the name ‘Woody’ because OCD ‘pecked at the inside of his head’. It’s a very insightful name from a seven-year-old.


We figure out that Woody’s beak pecks at a scary thought that flies around the boy’s mind with the intensity and panic of a bird who has flown into a room and can’t escape, so stuns itself by flying at a window. The only thing to settle Woody down is for my patient to climb the ladder to his bunk bed and back down again, over and over. With OCD, it often starts with a magic number. At first, the magic number for ladder climbing is four. This works for a while, but, after a time, four isn’t enough. Woody is currently insisting that the ladder be climbed for hours and hours at a time, without stopping, making my patient fall asleep in school and pull away from friends, games and anything other than sitting and waiting for the ladder time to begin. Woody needs to be stopped and together we tell him so in no uncertain terms. Trouble is, Woody teaches us about the deep reward of the feeling of relief, a way to control and counteract our inner panic and fear – albeit momentarily.


Now, I have my own Woody, as it were. The resources and amenities of the sexual-health clinic at the hospital have become a playground for my neurosis. The first time, I wanted to be sure I was safe. I felt the anticipatory anxiety before going in, then the relief wash over me when it was over, then the peak of arousal and fear again as I waited for the result, followed by the relief and release of the all-clear result. I repeat the process, without a real need to. And now I have become addicted to the anticipatory anxiety and the rush of endorphins you get when told you’re fine.


Crucially, there is also the reward of someone paying close attention to me when asking about my life, general health and well-being, in a safe space. There is a lot to be said about health professionals becoming pseudo-carers. The nurse and I are both aware that I am using the sexual-screening facility too often and for no reason, as I have started dating a single regular partner. I am seeing Max.


The nurse asks me again about my sexual activity and I have a smug feeling as I reply, ‘Just one regular partner.’ For me, it feels considerably better than, ‘I haven’t had sex in quite a while now . . .’ But this feeling doesn’t last very long, since this time she goes on to diagnose a slight allergic reaction to semen. I have never considered what would happen if it wasn’t good news at the clinic and I didn’t get my relief hit.


The doctor writes out a prescription for antibiotics, and rattles off the warnings on the label, like the terms and conditions squeezed in at the end of a TV ad. All I hear is ‘. . . and you can’t drink alcohol for a week.’


‘But it’s pancake day on Tuesday!’ I splutter.


The doctor and the nurse both look at me blankly. But, if they met Max, they would immediately understand.
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